ABSTARCT
Introduction
Successful outcome of endodontic treatment depends on the triad of: identification of all root canals which in turn guarantee complete extirpation of pulp tissue, proper chemomechanical cleaning and shaping and three dimensional obturation of the root canal system with an inert filling material. [1] However, there can be many reasons for failure of endodontic treatment, such as errors during diagnosis, persistence of the infection in the root canal system, errors in debridement and shaping of the root canal systems, instrument fractures, poor restorations and undetected extra roots or canals. Undetected extra roots or root canals have been considered as a major reason for failure of root canal treatment. Many of the challenges faced during root canal treatment can be due to an inadequate understanding of the canal morphology of teeth. Therefore, thorough knowledge of both the external and internal anatomy of teeth is of great importance for successful endodontic treatment. [2] This case report presents a striking feature of presence of extra root in the mandibular lateral incisor. Non-surgical endodontic root canal treatment was planned for all 4 mandibular incisors. During treatment, it was found that mandibular right lateral incisor had 2 canals which was further confirmed with an IOPA X-Ray (Fig. 2) 
Fig. 2 Two Rooted mandibular right lateral incisor
The tooth was isolated with rubber dam and access was gained to the pulp chamber with high-speed round diamond bur number 1015 (KG Sorensen, Burveri, SP). Further, compensatory wearing was carried out with a high-speed Endo-Z stainless steel bur (Maillefer-Dentsply, Switzerland) to improve the exploration of canals. Pulp was extirpated, root canals were irrigated with 2.5% sodium hypochlorite (Brilux, Brazil). Working length was determined using mesial angulation IOPA X-Ray. (Fig 3) Thorough chemo-mechanical preparation was carried out by the step back method under continuous irrigation with 2.5% sodium hypochlorite solution (Brilux, Brazil). After preparation, roots canals were obturated with lateral condensation method using zinc oxide eugenol as a sealer. (Fig, 4 , 5) [4] Although some of the morphological variations may depend on different ethnic backgrounds, two canals should be expected in about one-quarter for mandibular incisors. This proportion is not found clinically by practitioners during root canal treatment due to the failure of the dentist to recognize the presence of the second canal and at times an extra root.
Mandibular incisors have been traditionally treated as teeth with a single canal. Anatomical studies have shown that a considerable percentage of mandibular incisors ranging between 12.4% [5] and 68% [6] posses a dentinal bridge in the pulp chamber that divides the root into two canals. The two canals usually join and exit through a single apical foramen, but they may persist as two separate canals. Clinicians usually fail to recognize the presence of a second canal either due to lack of knowledge of root canal morphology or they do not have enough experience and skill to negotiate that canal resulting in failure of root canal treatment. [7] At times it is necessary to modify access preparation as inadequate access opening into the tooth leaves a lingual shelf of dentine over the second (usually the lingual) canal. Modifying the conventional access preparation allows better visualization and instrumentation of additional canal. [8] The traditional lingual access of lower anteriors is modified by extending the access toward the cingulum. [9] Radiographs play a very important role when such variations are noticed. Careful interpretation of the radiographic features is essential to ensure that additional root canals are not overlooked. [10] From a clinical standpoint, only by correct examination and interpretation of radiographic images the clinician can detect variations in both root and canal anatomy and be aware of them before and during endodontic procedures. [2] A variety of techniques have been used to study the internal anatomy of lower incisors. Although radiographs are unlikely to show the complexities of the root canal system such as lateral canals and eccentrically located apical foramina, but it can reveal the main anatomical features. Radiographs are non-invasive, simple to do, fast and needs little equipment. Hence, in the present study radiographs were taken in a mesial direction as well. [1] 
Conclusion
This case report highlights the importance of thorough knowledge of root canals and its variations. Extra canals in mandibular incisors are not a rare entity as suggested by few investigators. Detailed knowledge and at times the modification of access opening are needed. The practitioners should be aware of how many canals and roots to expect, their location, length and relationship to each other. Wilson and Henry have suggested that the access opening must be widened labio-lingually as well as inciso-gingivally to locate the extra canal, if any [11] It's also emphasized that radiographs taken from different angles are a must to anticipate the presence of extra canal and extra root.
